Chilaiditi syndrome, first described in 1910 by the radiologist Chilaiditi from Vienna, is the interposition of right colon between liver and right hemi diaphragm. It occurs most often in males and its incidence increases with age. It is often detected incidentally during radiological examination. It's rarely symptomatic; symptoms can differ from mild abdominal pain to severe acute intestinal obstruction. Our case applied to emergency service with right flank pain. There was no calculus or dilatation in the urinary system at non-contrast abdominopelvic computerized tomography. Ascending colon was interposed between liver and diaphragm so that the patient was diagnosed as Chiliaditi syndrome. The patient was treated conservatively and discharged with dietary suggestions by the gastroenterology consultant. The conclusion of this report is that the Chilaiditi syndrome must be considered in differential diagnosis for patients presenting with urinary colic pain symptoms with no urinary pathology on radiologic imaging.
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Summary
CASE REPORT We present a patient with Chilaiditi syndrome referred to emergency department for severe right renal colic pain, who was diagnosed with the help of radiological examinations and treated conservatively. Case report details in Supplementary Materials posted on www.aiua.it
DISCUSSION
As in the majority of the cases of asymptomatic anatomical abnormalities, Chilaiditi' s sign is a characteristic radiological finding of hepatodiaphragmatic interposition of bowel segment. As Chiladiti syndrome has no specific clinical finding(s) which will let the clinician to consider the pathology at once and make the diagnosis, this pathology is usually incidentally diagnosed during a routine chest and/or abdominal plain film (4) whereas CT and/or ultrasonography examination have been reported to be necessary for the differential diagnosis. Although
No conflict of interest declared. the majority of the cases are clinically symptom free, in case of associated symptoms (abdominal pain, nausea, vomiting, distension, anorexia, constipation, respiratory distress and chest pain (2, 6, 7) it is called Chilaiditi syndrome (8) . The pathology is extremely rare and up to now approximately a total of 160 cases have been reported in the literature (9) . In our present case radiological images were not obtained during an asymptomatic period but CT evaluation done during symptomatic period confirmed the diagnosis. Hepatodiaphragmatic interposition of right colon is the most common radiological sign of Chiliaditi syndrome. Although an anterior interposition is the most common radiologic finding; posterior interposition is also possible in a certain percent of the cases (7). On the other hand, ileal or gastric form of interpositions have also been described in the literature (7) . This condition may be permanent or temporary (10) . Although the precise underlying causes of this pathologic interposition are still to be clarified, some liver (small or ptotic liver, cirrhosis, abnormal or deficient falciform ligament), diaphragm (diaphragmatic muscle degeneration, phrenic nerve palsy, and intrathoracic pressure increase due to tuberculosis or emphysema) and lastly colon related factors (abnormal dilatation of colon, abnormal or deficient suspensory ligament and congenital malposition or malrotation of colon, chronic constipation, aerophagia) could be responsible for this anatomical abnormal location of the colon (2, 11). The differential diagnoses of Chilaiditi syndrome can also include bowel obstruction, volvulus, intussusception, ischemic bowel, or inflammatory conditions (eg, appendicitis or diverticulitis) and diaphragmatic hernia (2) pneumoperitoneum and subphrenic abcesses (12) . In our case, at physical examination, lung auscultation was normal and there was no rebound or defence during abdominal palpation. Furthermore there were no signs of infection like fever and leucocytosis. In the light of the present clinical signs, symptoms and laboratory findings along with the normal anatomy of the gallbladder on CT (which may cause right upper quadrant abdominal pain), and absence of other characteristic radiologic signs which may be attributed to other well known pathologies (volvulus, intussusception, ischemic bowel or inflammatory conditions such as appendicitis or diverticulitis, etc.) and should be considered in differential diagnosis we took in consideration this syndrome. Colonic interposition between liver and diaphragm and the presence of aforementioned symptoms, made us to diagnose the case as a Chilaiditi syndrome. This syndrome is generally asymptomatic however patients can refer with symptoms of abdominal pain, nausea, vomiting, distension, anorexia, constipation, respiratory distress, cardiac arrhythmia (12) . Occasionally, it may be associated with some severe complications such as internal hernias, colonic volvulus and acute intestinal obstruction (7) . Treatment of Chilaiditi syndrome is generally conservative. This approach requires bed rest, nasogastric and/or rectal decompression, high fiber diet, fluid supplementation and stool softeners in symptomatic cases (7) . Although conservative management is successful to relieve the existing symptoms in the majority of the cases, surgical treatment (such as subtotal colectomy, peritoneal fixation of colon, and hepatopexy) may be necessary in cases with persistent pain, refractory ileus, colonic volvulus or bowel ischemia (10, 13) . Conservative management was successful in our case and the clinical course was uneventful without any serious complication. Chilaiditi syndrome generally presents with gastrointestinal, respiratory and cardiac symptoms. However, patients can rarely refer with symptoms mimicking renal colic pain as shown in our present case. To our knowledge there is only one case with this syndrome reported in the literature referring with renal colic symptoms (14) although another case has been reported to have urological problems such as complaints of prostatism and right renal stone (15) .
